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P N VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

June 24, 2015

Ms. Becky MacDonald, Manager
Loch Lomond

700 Willson Road

North Concord, VT 05858-7007

Dear Ms. Macfonald:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May
20, 2015. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

o Lot )

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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Division of Licensing and Protection from Ineakion on has o Formis
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R110 V. RESIDENT CARE AND HOME SERVICES R110 ~thia Ad Dhoeetiver
SS=A" fovmulekny Adwunead 1 §
- T e, VeCwmeidsd i tn eaeh
5.2 Admission 06 “4le mféudﬂ rerands ot ‘A\-G«W\
' N 3 Foomwa. !“LKAT
5.2.b. On admission, the home must also QQA@V& ASM /HOC
determine if the resident has any form of advance ~o He Seckin UW:? o
_directive and explain the resident's right under Drreekiies Theny Loan cmxp!e&ﬁeﬁ
- state law to formulate, or not to formulate, an o G, AOIS, To ensw i
advance directive. Any change of rate or services on e, < 10 g “#-
shall be preceded by a thirty (30) day written Haiy delicionk preckic ck%-’\vﬁ
_notice to the resident and the resident’s legal . Adcd) wnstaurhena,
' representative, if any. LA Wl heue e .
1o docimar —Hhe reecegt
(\e{’)n rad) 08 Tndloonicchvan o‘g |
- This REQUIREMENT is not met as evidenced /H D ey bﬂ
by: : ehod Batihadl
- Based on record review and staff interview, the (eorauud whdo e f‘—%"'ck.&&&j
home failed to document that information on how ceweh
to formulate Advanced Directives was provided Aseasomedd FeC®S 60p 06
on admission for 2 of 5 sampled residents WA (Al dadia and NS
{Resident #1, #5). Findings include: ﬁabc\.wjf BAdm siond o LA
L]
. Per record review on 5/19- 5/20M5, twa of the bQ_ rpnitore d b:j oA !
five resident assessments reviewed indicated that o an alered Avase wﬂcw\
they did not have Advanced Directives ( for ovA ' hegd o
' Residents #1, #5). There was no documentation _H‘DJ‘{ do N A MSSs .
that these residents received the information c Ann Luf)fi(’. dDM? ‘
regarding the formulation of Advanced Directives. Cgon ‘
Per interview on 5/20/15 at 2:15 PM, the Manager opurbh Redidend W'
' of the home stated that the assessment forms
s indicated that Residents #1 and #5 did not have
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R110 Continued From page 1 R110
previously completed Advanced Directives, and
that there was no documentation to indicate they
had been provided with the information nn how to
formulate one if they wished to.
R145 V, RESIDENT CARE AND HOME SERVICES R145 OUA istend Nuaag, hod &u\‘m
a8 cava Pl (0 ST B
92 Aoty onchubing y
9el2) #1324 She haa qien et
Phe It foLpa, o
Oversee deveiopment of a written plan of care for ownd foc exeplid e (o o
each resident that is based on abilities and needs Lonthen. compidnd Fheas
as identified in the resident assessment. Aplan o ay, 30IS, we heie
of care must describe the care and services - hewod
necessary to assist the resident to maintain A sk :
_independence and wefi-being; o Bege\up “orni dy Ceare Aann !
e ko \acth owa : Prceedune.
This REQUIREMENT is not met as evidenced lacth fc\‘cs & Pl ;
by: Manued cond v Qe '
~Based on record review and staff interview, the \C]ct: Ve VLAAR, and
home failed to ensure that the Registered Nurse Kt Oua N “ bc-Pl\
participated in the development and oversight of MAA hoves. ™M Lok .
the written pian of care for 4 of & residents in the oY See ~this M the Puire |
survey sample (Resident #1, 2, 3, and #4). . Coug |c; I
Findings include: by heuning w“ﬁ’:ﬂ X P +
\ :Q BAR ULADG
Per record review on 8/19- 6/20/15, Residents #1, N\QR:\’ e ot M
2, 3, and 4 had a plan of care in the record that ‘H’* ienagid 1!
~was written and signed by the Home Manager, Qe V\(D& cnd Synng Oﬁ}) w
with no evidence that the Registered Nurse had heure fooein d,udcpe&
participated in or reviewed the plan of care. Per Qe Poy bt m
interview on 5/20/15 at 10:15 AM, the Manager of o_},ﬁ\é’,oo MWJ-A- b‘ﬁ {x"’ \
the home confirmed that the plan of care was }
developed for these residents without the input or 3
review from the Registered Nurse.
_ i
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5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

(5} Staff other than a nurse may administer PRN
psychoactive medications only when the home
has a written plan for the use of the PRN
medication which: describes the specific
behaviors the medication is intended to correct or
address; specifies the circumstances that
indicate the use of the medication; educates the
staff about what desired effects or undesired side
effects the staff must monitor for; and documents

. the time of, reason for and specific results of the

medication use.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
home failed to ensure that psychoactive
medications given on an as needed basis had
clear indications for use for 1 of b residents
reviewed. ( Resident #1). Findings include:

Per record review on 5/20/15, Resident #1 had

" an order for Diazepam (Valium) that was written

on 11/21/14. The signed order reads "increase
Valium 5 mg. 1-2 PO PRN QD anxiety". There is
no nursing indication for the the staff to know
when fo give one 5 mg. tab or two 5 mg. tabs,
and the order does not indicate when it would be

appropriate to give one or two tabs. Per interview -

on 5/20/15 at 2:45 PM, the home Manager

- confirmed that the order was not clearly indicating
' the dose to be given with parameters to have

unlicensed staff administer, and that the nurse
had not clarified with the practitioner how the
anti-anxiety medication order was to be used for
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this resident.
R181 v, RESIDENT CARE AND HOME SERVICES R181
S8=E:
5.11 Staff Services T howe cetitned odd Stofd Tles
Auldon
5.11.d The licensee shall not have on staff a cond eus CW“\"“’"L&QA P Tg
person who has had a charge of abuse, negiect AN Abune 493 FXY |
or exploitation substantiated against him or her, | NS i M\ breyemd d‘,uh
as defined in 33 V.S.A. Chapters 49 and 69, or ond Covrad 1 thed-

_one who has been convicted of an offense for o old 06 s ~e,wup\

- actions related to bodily injury, theft or misuse of ~%, Ahear  Hromn -H"\Qilf‘
funds or property, or other crimes inimicai to the WRAR, YV 5 (““fkﬂ
public welfare, in any jurisdiction whether within m . M uwiean, Cmé ;
or outside of the State of Vermont. This provision ) ”T I hqu_ mdw’.‘e.i

" shall apply to the manager of the home as well, on "~ Glishs, ; do\

. regardiess of whether the manager is the W\Ww wn OMA 'th
licensee or not. The licensee shall take all cote AU MMM& @D
reasonable steps to comply with this requirement, oond P A

- including, but not limited to, obtaining and WekS o suA WY £

. checking personal and work references and Y bwm o
contacting the Division of Licensing and rMPINR IR i\ e
Protection in accordance with 33 V.S.A. §6911 to (\jv\éwdr A W&Cﬁm

_see if prospective employees are on the abuse o (e ond el .
registry or have a record of convictions. Ty :§ u—cJ.cWa w{-ﬂ'\ o

' Sy choths oed
This REQUIREMENT is not met as evidenced mknﬁmuncw?bd— hpcwm
by: N dion s prokeaied 0g howed |

+ Based on review of personnel files, the home U‘»&"'M‘*M W or 00 M’Q'P enSuiNe
failed to ensure that criminal background and/or mu/waug “Thinw e HNUE.

-~ abuse registry checks were completed for 3of 6 e m&cﬂ, AQLS MNP IYBD. CLi

_ employees sampled. Findings inciude; c CCW-Pl‘“k . 'Z'LQWWL’-I%

" Per review on 5/20/15, one staff member had IJLQ ONEA S2L 4, "ﬂ\n,l\)u/\.aa |
Adult and Chiild Abuse registry checks on file, but w _{’ d‘—Uth; her
no results from a criminal background check odso cache these s ‘
through VCIC (Vgrmont Criminal Information Tﬂ{"‘d- ey c)t, U BN
Center). Per review of another staff member, !
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£.18.b The licensee and staff are required to
report suspected or reported incidents of abuse,
neglect or exploitation. It is not the licensee's or
staff's responsibility to determine if the alleged
incident did occur or not; that is the responsibility
of the licensing agency. A home may, and should,
conduct its own investigation. However, that must
not delay reporting of the alleged or suspected
incident to Adult Protective Services.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
home failed to ensure that aliegations of resident
to resident abuse were reported in a timely

. manner for 3 of 5 residents sampled. (Residents
i #2, 3, 4). Findings include:

Per record review on 5/19 - 5/20/15, there was an |
| incident that occurred on 5/4/15 involving a

physical altercation. Resident #3 was in the
kitchen and according te staff repert, became

LocH Lo NORTH CONCORD, VT 05858
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there was no record in the file that the criminal
background check through VCIC or the Child
Abuse Registry check were conducted for this U‘L\‘f\
employee. The third employee reviewed was 1 envived frev oA home
missing both the criminal background check P duy 2 o h S‘}Hell'i‘\" He ween
through VCIC and the Adult Abuse Registry Qi the mu‘tﬂﬂf‘f& on ) nd
check. Per interview on 5/20/15 at 2:45 PM, the " &|W 8mm _
home Manager confirmed that there was no o%mu"‘l e n‘\u.f"‘q wéh
record of these background checks completed for on SJ’S]'S- oﬁ@\ o ok |¢:.ir\géwh
the employees with missing information in their K vAiouns ond Locth e w@
files. %Msuo\w d‘QJ‘E’MMI“‘*& 6I ; 7?1‘:&
i \comad Lauhd loe bene®
R207 V. RESIDENT CARE AND HOME SERVICES R207 ia)tenedn othor renvdrada,
o 6""\ hwm cnd ¢ C\W‘LA
. o N . L ot Simes duxchped et 3 &
5.18 Reporting of Abuse, Neglect or Exploitation NI YT &

load proceduie 6 }
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R207 Continued From page 5 R207 1

very angry with Resident #2, swore at the other ‘
resident and pushed them. Resident #2 fell back,
~ hitting the refrigerator and the cupboard, and '
landing on the floor. This was reported by both !
the therapist of the alleged victim and the home ‘
Manager to Adult Protective Services, however
the home manager did not report this incident
until 5/6/15, after being told by a nurse at the
doctor's cffice that it needed to be reported.

Another incident occurred on 3/14/15, between
Resident #3 and Resident #4, that involved an
alleged physical altercation between the two
residents. Resident #4 alleged that a verbal

" argument took place between the two, and that

" Resident #3 punched them in the back of the
neck. There were no injuries noted, and there
was a question of whether this had actually
happened as the reporter is not always reliable. :
Per interview on 5/20/15 at 3:10 PM, the home ‘
Manager confirmed that the alfeged incident in
March and the witnessed incident in May as listed
above were not reported to the state agency
within the required timeframe.

v dad- o e el
R247 ViI. NUTRITION AND FOOD SERVICES R247 Al Uw“m ?rub% remo berg
S8=F - 0{)-{& refege oo celtid

7.2 Food Safety and Sanitation

o ¢V

7.2.b All perishable food and drink shall be veceme, owr “‘C:‘;‘ e
labeled, dated and held at proper temperatures: He ‘oc,\'_u.\ n -t el fudnae d
(1) At or below 40 degrees Fahrenheit. (2) Ator o duaX Aae heed loeein THAY
above 140 degrees Fahrenheit when served ar \:20 o loxd pontn, chhe kg Otfi)
heated prior to service. : A ckwn
i eotdsn P frem qetting Fd?_:u P
" This REQUIREMENT is not met as evidenced dp  tha cefeig sextion, A W*"@
by: | tus duek bl wp end cnllciong

Based on observation and staff interview, the . . ‘
~thacotden A o arenddde b e
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home failed to ensure that food was stored at the ckented o ol toak i
proper temperature. Findings include: GO° F aud Newd m: \’amxz_’TF
o tﬁté*é_
Per observation on 5/20/15 at 9:15 AM, the olerwy  GAC e 3 o
thermometer in the kitchen refrigerator read 48 smee Sfa3PS Wk hatre W len
Degrees Fahrenheit (Deg. F.) After comparing . onthis Auek w] (L o ‘
. the results of a second thermometer to the one in - ,_,.C u_,-kau.
use in the kitchen refrigerator, the readings were ndicodwg -tha po o rcin e
comparable at approximately 48 Deg. F. After tha Ay Sreadd- Shey 1o |
. leaving the refrigerator closed for approximately Cooler . Ll 54“"3"6;
one hour, the temperature at 10:00 AM was 47 i Oﬂ N
Deg.F. Check of the actual temperature of a howre beany s s e AT
bottle of juice in the refrigerator at that time was Yicin ound oﬁ + w‘c:f I%
41 Deg.F. The staff vacuumed the vents on the , shed postan
refrigerator which were coated with dust, and a dudd WA S - W P | oo
recheck of the refrigerator temperature was done w e drak, NLS-&T% W Vo :
at 12:30 PM, and was 44 Deg. F. At 1:30 PM, the . , - +eam PJ; emzﬁ\,
refrigerator was still reading 44 Deg. F. Staff ~thin écug*\ S \UQC(W“{ ;
removed the food to another refrigeration unit, ém.{ “The homan Yoneeed u.UZJl;
- and discarded any perishable items that would be don cuAh
" at risk of spoiling in the warmer temperatures. dp Con ; \ -
Per interview on 5/20/15 at 1:30 PM, the home chachn oy e mmﬂ*f .
Manager confirmed that the refrigerator was not < n doea Net cetaunwn
: functioning correctly, and that the temperatures in erune hn |
that unit were not maintained at 41 Deg. F. or ,MQM : ;
below.
R291 IX. PHYSICAL PLANT R291 !
SS=F
' 9.6 Plumbing
9.6.d Hot water temperatures shall not exceed ]
120 degrees Fahrenheit in resident areas. |
This REQUIREMENT is not met as evidenced ‘
by: ‘
Based on observation and interview, the home ‘
failed to ensure that hot water temperatures in |
\
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resident areas did not exceed 120 Degrees
Fahrenheit. Findings include:

Per observation on 5/19/15, during a tour of the
home, the hot water in a second floor bathroom
usually utiized by the staff read 128 Degrees
Fahrenheit { Deg. F.) at 11:15 AM. Upon further
temperature checks, the hot water in the resident
bathroom next to the staff bathroom on the
second floor was reading 137 Deg. F. at 11:17
AM. The bathroom in Room 2, shared by two
residents, had a hot water temp that reached 127

. Deg. F. at 11:20 AM. In Rm. 5, which is
- presently occupied by one resident, read 123

Deg.F. at 11:30 AM. Per continued tour of the
home with the Manager at 11:40 AM, s/he
confirmed the temperatures were over 120
Deg.F. in a!l of these resident areas.

Per continued tour of the hot water heater and the
mixing valve gauge that regulates the
temperature of the water going to the rooms, the
gauge was reading between 135 and 140 Deg. F.
The Manager was able to consult with a plumber

- over the phone, and able to turn down the mixer
to cool the water. The temperatures decreased

quickly in all resident areas, and were holding

- steadily below 120 Deg. F. for the rest of the

afternoon, and all during the second day of
survey on 5/20/15. Per interview on 5/20/15 at
9:45 AM, the home Manager confirmed that hot
water temperatures were checked on a weekly
basis, that they had been over 120 Deg.F. on
5/198/15, and that the mixing valve had probably
been turned up unintentionally during a recent

. attempt to determine the source of a water drip in

that area.
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9.11 Disaster and Emergency Preparedness

9.11.c Each home shall have in effect, and
available to staff and residents, written copies of
a plan for the protection of all persons in the
event of fire and for the evacuation of the building
when necessary. All staff shall be instructed

" periadically and kept informed of their duties

under the plan. Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of

' day among meorning, afternoon, evening, and

night. The date and time of each drill and the
names of participating staff members shall be

- documented.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
home failed o ensure that the fire drill
requirement for a residential care home was met.
Findings include:

Per record review on 5/20/15, the log of
completed fire drills for 2014/15 showed that
there were no drills conducted during the hours
that residents were sleeping. Per interview on
5/20/15 at 2:15 PM, the Home Manager

. confirmed that all of the drills during 2014 and
- 2015 were conducted in the day or evening

heurs, with no fire drills conducted during the

. night to evaluate the resident's response to the
: alarm when they were asleep.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING:
, C
0062 B. WING 05/20/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
700 WILLSON ROAD
LLOCH LOMOND
NORTH CONCORD, VT 05858
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION |9
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
DEFICIENCY) |
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